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Abstract
Background: Norwegian society's resilience during the COVID- 19 pandemic re-
sulted in low mortality rates and moderate economic decline. The accessible primary 
healthcare system played a vital role in this, especially in the care of elderly and 
chronically ill patients. However, nurses in home care experienced emotional bur-
dens, ethical dilemmas and limited access to protective equipment. These challenges 
were overshadowed by media coverage of hospital struggles, and municipal home 
care services were oddly absent from post- pandemic reports. This research therefore 
aimed to explore and describe how nurses experienced working in home care during 
the pandemic.
Methods: We designed a qualitative study and conducted semi- structured inter-
views with nine home care nurses from different municipalities in Southeast Norway. 
Systematic text condensation inspired by Malterud was employed for data analysis.
Results: Nurses' experiences were described through two categories: ‘adapting ap-
proaches’ and ‘adapting work practices’. The results showed how nurses often felt 
alone while simultaneously shouldering a significant responsibility for patients fac-
ing a novel and unfamiliar illness. The pandemic necessitated treating patients in 
their own homes to minimise infection risks, intensifying the nurses' treatment re-
sponsibilities. Furthermore, limited access to medical expertise and physical separa-
tion from management due to remote work accentuated feelings of isolation and 
amplified the nurses' responsibility for patient care. Additionally, the nurses encoun-
tered frequent changes in work routines, demanding adaptability.
Conclusion: This study underscores the significant role of home care nurses, who, 
despite feeling professionally isolated and unsupported, demonstrated impressive 
adaptability. They served as a crucial buffer in the healthcare system, ensuring 
vulnerable individuals received essential care. This highlights the importance of a 
robust primary healthcare system with a skilled nursing workforce that can work au-
tonomously, shoulder responsibility, and make clinical decisions, even when medi-
cal expertise is less readily available. It also reminds us that healthcare preparedness 
depends on collaborative efforts across all sectors.
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INTRODUCTION

The resilience of Norwegian society played a pivotal role 
in achieving low mortality rates and modest economic 
decline during the COVID- 19 pandemic [1]. The high 
level of public trust, rapidly implemented containment 
measures, low population density as well as the fortu-
nate welfare model and responsive healthcare system 
were particularly highlighted as important factors [2–4]. 
The COVID- 19 commission underscored how accessi-
ble and highly developed primary healthcare services 
played a crucial role in the care of elderly people and 
people with chronic conditions [3]. However, despite 
this, municipal home care services were strangely ab-
sent in the reports following COVID- 19. Nurses' efforts 
and burden in hospitals, on the other hand, were well 
documented [3, 4]. The challenges they faced included 
heavy workloads, extended shifts and inadequate re-
sources and staffing, further exacerbating their already 
demanding circumstances [5–7].

BACKGROUND

The challenge of balancing infection control to protect 
vulnerable patients while maintaining patient safety and 
care was particularly pronounced in home care services 
[8, 9]. In these services, patients often belong to a highly 
vulnerable group, frequently comprising elderly individ-
uals with multiple chronic conditions [10]. The elderly 
were identified as particularly vulnerable due to the asso-
ciation between increasing age and co- morbidities, with 
critical or severe disease progression, risk of hospitalisa-
tion and mortality if infected [11, 12]. Therefore, it was 
recommended for older individuals to receive healthcare 
services in their own homes if possible [13]. Also, to pre-
vent infection transmission and prioritise care due to 
capacity constraints, more patients previously treated in 
hospitals were redirected to home care services [14]. In 
addition, general practitioners (GPs) prioritised face- to- 
face consultations for patients with acute or chronic con-
ditions requiring physical examinations [15]. Leaving 
the home care nurses in a situation with a heavy work-
load and great responsibility [6].

To adapt, home care services had to rapidly adjust to 
meet patients' needs [16–18]. Understanding infection risks 
and their consequences was vital for protecting vulnera-
ble patients and guiding clinical decisions in home care. 

However, the initial stages of the COVID- 19 pandemic saw 
limited national and global knowledge [3, 4]. The post- 
COVID- 19 reports also confirmed the evolving and unclear 
nature of infection control guidelines for healthcare per-
sonnel. This lack of guidance left nurses uncertain when 
facing typical and atypical COVID- 19 symptoms, leading 
to concerns about their ability to manage such cases effec-
tively and professionally [3, 19, 20]. This situation led to 
an atmosphere of unpredictability and uncertainty among 
nurses [19, 21, 22]. Priority issues and ethical dilemmas 
led to emotional burden and challenges [23]. In addition, 
insufficient access to personal protective equipment (PPE) 
[21] added to nurses' anxiety about potentially transmitting 
the infection to patients and their families [24].

While the media extensively covered the struggles of 
healthcare personnel and the strain on hospitals during the 
COVID- 19 pandemic, there was a noticeable lack of atten-
tion given to the dedicated nurses working in municipal 
home care services [14]. Almost ‘overnight’, their working 
conditions underwent significant changes, yet their expe-
riences have been largely overlooked in post- COVID- 19 
studies and reports, which have predominantly focused on 
hospital- based healthcare personnel [20, 23, 25].

This research highlights the voices of home care nurses, 
intending to provide a comprehensive understanding of 
the pandemic's impact on healthcare in Norway, offering 
insights with international relevance. While Norway had 
low overall mortality rates, most deaths occurred among 
those over 70, with a median age of 84.8 [26]. This study 
acknowledges the unique pandemic challenges faced by 
nurses caring for these vulnerable patients at home. By 
exploring these challenges, the research fosters learning 
and contributes to improving home healthcare services. 
In essence, the aim is to explore and describe how nurses 
experienced working in home care during the pandemic.

METHODS

Design

A qualitative descriptive–interpretative design was em-
ployed to explore the experiences of nurses working in 
home care during the COVID- 19 pandemic. The data col-
lection process involved conducting semi- structured in-
dividual interviews. To analyse the data, a systematic text 
condensation approach inspired by Malterud [27] was em-
ployed. First author (LHF) is an experienced primary care 
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nurse and educator in Advanced Practice Nursing. She 
holds a doctoral degree in Health Sciences, and has exten-
sive experience in qualitative research. Second author (ES) 
has a master's degree in Advanced Practice Nursing, and has 
more than 10 years of experience from home care nursing.

Participants and setting

Participating nurses were recruited from municipalities in 
the south- eastern part of Norway. The inclusion criteria 
required the nurses to have worked in municipal home 
care from March 2020 and throughout the pandemic. To 
achieve maximum diversity, nurses with varying levels of 
work experience and age were sought.

Home care managers, acting on behalf of the research-
ers, disseminated information about the study and pro-
vided a written invitation to nurses who met the inclusion 
criteria. The sample consisted of nine female home care 
nurses [1–9], aged between 20 and 65 years, who were 
purposively selected based on the inclusion criteria. The 
nurses had no further education beyond a bachelor's 
degree in nursing. Seven nurses held full- time positions 
(100%), while two worked in part- time positions (60%–
80%). All nurses had been employed in home care services 
throughout the pandemic. The setting represented home 
care departments in both large urban municipalities and 
rural municipalities. In these home care departments, 
nursing staff mainly consisted of Registered Nurses (RNs), 
assistant nurses (ANs) and assistants.

Data collection

Data were collected by ES from August to October 2021 
through semi- structured interviews to explore the nurses' 
pandemic experiences in home care. The interviews lasted 
between 50 and 75 min and followed an interview guide con-
sisting of open- ended questions, allowing for free expression 

of experiences while maintaining a certain structure. All in-
terviews took place at the nurses' workplace, accommodating 
their convenience and promoting a comfortable and secure 
environment. Following the recommendation of Brinkmann 
and Kvale [28], we began with warm- up questions about 
nurses' experience and the rewarding aspects of their profes-
sion. We also inquired about changes in their nursing practices 
and challenges during the COVID- 19 pandemic. Selective 
follow- up questions further explored specific assessments, ac-
tions and elaborations on relevant topics. All interviews were 
audio recorded and transcribed verbatim by ES.

Data analysis

Data analysis was conducted using systematic text conden-
sation, following the methodology proposed by Malterud 
[27]. This approach is an inductive method for perform-
ing thematic cross- case analysis on qualitative data, con-
sisting of the following steps: (1) total impression – from 
chaos to codes; (2) identifying and sorting meaning units 
– from codes to code group; (3) condensation – from code 
groups to sub- groups; (4) synthesising – from condensa-
tion to categories entailing descriptions and concepts.

Table  1 provides exemplification of the stepwise 
analysis.

To commence the analysis, both ES and LHF thoroughly 
reviewed all interviews to gain a general understanding of 
the material. ES then proceeded with the analysis, collab-
orating with LHF throughout each step. During the initial 
phase, ES carefully examined the interviews line by line to 
identify meaning units which were subsequently labelled 
with codes and then grouped into code groups. The third 
step entailed abstracting and condensing the content and 
dividing it into sub- groups. The condensates were writ-
ten in the ‘first- person’ form to maintain proximity to the 
original text. Additionally, a ‘golden quote’ was selected 
for each sub- group to serve as an example of its content 
(see example Table  2). In the final step, two categories 

T A B L E  1  Exemplification of the analysis based on the four steps of systematic text condensation described by Malterud (2012).

Step 1: Codes Step 2: Code groups Step 3: Sub- groups Step 4: Categories

• Infection control measures
• Risk of infection
• Altered work tasks
• Prevention
• Organisation
• Assessments
• Novel and unknown disease
• Personal considerations
• Clinical leadership
• Nurse's role and 

responsibility

Different modes of 
working

1. Embracing new ways of working
2. Changing workplace routines
3. Adjusting to working with personal protective 

equipment (PPE)

Adapting work practices

Holistic approaches 1. Navigating isolation and responsibility
2. Adapting to the unknown
3. Ensuring personal and collective safety
4. Balancing precautions and patient Well- being

Adapting approaches
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   | 5FØRSUND and SCHUMACHER

referring the main result of analysis presented reconcep-
tualised descriptions of nurses' experiences working in 
home care during the COVID- 19 pandemic.

Ethical considerations

All nurses received oral and written information about 
the aim of the research, the voluntariness of participation 
and their rights to withdraw. Informed consent was ob-
tained from all nurses. As this project dealt with nurses' 
experiences, rather than health outcomes or health data, 
the project did not require approval by an ethics commit-
tee in Norway, however, data management and safety 
were approved by the Norwegian Agency for Shared 
Services in Education and Research (Sikt) (project num-
ber 529225). The Consolidated Criteria for Reporting 
Qualitative Studies (COREQ) was used for study report-
ing [29].

RESULTS

The results provide a comprehensive understanding of 
nurses' pandemic experiences, summarised into two cat-
egories identified through rigorous analysis: ‘adapting 
approaches’ and ‘adapting work practices’. The category 
‘adapting approaches’ reveals how nurses protected them-
selves and patients while navigating uncertainties in pa-
tient care. It also highlights their dedication to infection 
control, despite challenges in balancing precautions and 
patient care. The category ‘adapting work practices’ ex-
plores the various adjustments nurses made to their work 
practices, both within healthcare settings and during pa-
tient interactions. The results are illustrated in Figure 1.

Adapting approaches

The nurses' experiences of adapting their approaches were 
evident in the findings. Due to the risk of infection, doc-
tors and other healthcare institutions aimed to minimise 
physical contact with patients. Consequently, nurses often 
felt a sense of isolation when facing challenging decisions 
in patient situations while providing care at the patients' 
homes. Additionally, they had to navigate and learn to as-
sess a novel and unfamiliar disease that presented symp-
toms resembling those of other illnesses. Driven by the 
precautionary principle, nurses prioritised safeguarding 
patients by minimising physical interactions. Moreover, 
the nurses' experiences of approaching patients were in-
fluenced by their concerns about the patients' well- being 
considering the imposed restrictions.

Navigating isolation and responsibility

The results revealed a prevalent sense of isolation among 
nurses. At the workplace, the feeling of being alone was 
linked to shouldering a substantial amount of responsibil-
ity, as exemplified here:

While working in home care, you frequently 
find yourself alone, considering, “Have I 
done it correctly?” Yet, it is crucial to trust 
your own judgment because of the solitary 
nature of the role. Often, you are the only 
nurse on duty, bearing significant responsi-
bilities. (8)

Nurses expressed that they were physically present while 
managers and many others worked remotely. Consequently, 

F I G U R E  1  Categories and sub- 
groups.

Adapting 
approaches

Navigating isolation and 
responsibility
Adapting to the Unknown
Ensuring personal and 
collective safety
Balancing precautions and 
patient well-being

Adapting work
practices

Embracing new ways of 
working
Changing workplace 
routines
Adjusting to working with
personal protective
equipment
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6 |   HOME CARE NURSES IN COVID-19: ALONE YET ACCOUNTABLE

they undertook most of the daily tasks and felt a heightened 
sense of responsibility. With limited accessibility to manage-
ment, nurses found themselves at the forefront of address-
ing professional and organisational inquiries due to their 
physical presence.
The nurses also experienced a significant responsibility 
when providing care at patients' homes, intensifying the 
feeling of being alone. Home nursing already demanded 
independence; this was intensified throughout the pan-
demic. They described how they had to make difficult 
decisions alone while caring for patients with complex ill-
nesses. Access to medical facilities was limited, thus they 
often had to assess the urgency of a doctor's supervision to 
prevent transmissions. This applied to patients who were 
previously sent to GPs or the emergency room for an as-
sessment, who nurses now assessed at home to ensure the 
fewest possible meeting points for physical contact. The 
challenges were exemplified by a nurse's quote:

The problem was truly that the hospital 
didn't want the patients in, it applied to both 
COVID- related and general cases due to in-
fection risk. I had numerous discussions with 
the hospital to get the patients admitted. We 
met a lot of resistance. (8)

Nurses described how GPs avoided home visits due to 
infection risk, making it hard for patients to secure ap-
pointments. Even those with mild COVID- 19 symptoms 
were often denied GP visits. Emergency departments 
were also strict in admissions, leading patients to be re-
ferred to paramedics, who were deemed better at infec-
tion prevention. Nevertheless, nurses sometimes faced 
ambulance refusals due to infection concerns. These sit-
uations raised doubts among the nurses about patients 
receiving essential care. Nurses acted as patient advo-
cates, tirelessly pushing for hospital or GP access. As 
this nurse described:

It was a very demanding period, and I wonder 
if the patients really got the help they needed. 
I felt very alone as a nurse, and I experienced 
having to fight for the patients to get them 
into hospital or to a GP, for example. We re-
ally were the patients' advocates, we learned 
that even more during the COVID- 19 pan-
demic. (7)

Adapting to the unknown

When COVID- 19 emerged, nurses faced the challenge 
of dealing with a new disease. They had to assess 

patients' symptoms in the context of COVID- 19 while 
distinguishing them from other illnesses. COVID- 19 
symptoms often resembled those of other diseases, 
causing confusion. One of the nurses explained this 
dilemma:

It seemed as if the symptoms were somehow 
replaced, and “everything” was evaluated as 
COVID- 19. The symptoms the patient pre-
viously had suddenly didn't count anymore. 
Even if the symptoms had been present for a 
while, they were no longer considered in re-
lation to the underlying condition, and they 
were simply attributed to COVID- 19. (8)

Nurses emphasised the significance of COVID- 19 tests as an 
important measure to assess and differentiate COVID- 19. 
However, making assessments, especially for vague symp-
toms like delirium, falls or worsening chronic conditions, 
was challenging due to the unfamiliar and complex spec-
trum of symptoms sometimes caused by COVID- 19. Some 
nurses found their expertise lacking while navigating this 
unknown territory, resulting in a feeling of uncertainty 
about when to reach out to the GP, or make treatment rec-
ommendations. Additionally, they described how other 
health personnel such as GPs, also seemed to struggle with 
uncertainties facing this unfamiliar disease. So even if they 
described peer support becoming a crucial factor in their 
way of adapting to the unknown, it was not sufficient in all 
cases.

I also experienced that the GPs was uncertain; 
they didn't know either. So, I often felt alone 
with a great responsibility. I wish we had bet-
ter guidelines to assess COVID patients, what 
to look for, when and how to react. (8)

Ensuring personal and collective safety

The results revealed that the nurses themselves felt a 
great personal responsibility to protect themselves and 
others from the risk of infection. Several mentioned 
being anxious about doing anything that could lead to 
situations of transmission and, ultimately, the loss of 
human lives. Consequently, they imposed restrictions 
on their personal lives. All nurses reported isolating 
themselves and choosing to have as few close contacts 
as possible, typically limited to immediate family mem-
bers. They avoided attending large gatherings and 
mostly stayed at home, except for going to work. They 
also made the decision to refrain from leisure activi-
ties such as going to the gym or participating in choir 
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   | 7FØRSUND and SCHUMACHER

rehearsals, even when national restrictions were eased 
for the general population. One nurse shared that she 
had not seen her grandchildren for 1.5 years because she 
did not want to expose herself to the risk of infection. 
The following quote emphasises this:

I have taken more precautions in my personal 
life because of my job as a nurse, as I could 
infect patients. I feel I have a great responsi-
bility, and it limits what I do privately to avoid 
getting infected. (9)

Balancing precautions and patient well- being

The results revealed that nurses took active measures 
to modify their patient approach and services to priori-
tise caution. Due to their perception of physical contact 
as a transmission risk, they made deliberate efforts to 
minimise such interactions. They conducted compre-
hensive reviews of patients' care plans to identify essen-
tial healthcare needs. Collaborating with patients, they 
scaled down or temporarily halted certain services. For 
instance, patients who previously received daily visits 
for tasks like compression stockings or shower assis-
tance shifted to less frequent observation visits or phone 
consultations. In some cases, nurses provided training 
to patients for self- management. Some nurses also in-
formed patients to call them when needed, while oth-
ers proactively called patients daily or weekly to check 
on their well- being. Many mentioned feeling uncertain 
about whether the patients would be able to manage 
without assistance.

Furthermore, many patients independently opted to 
reduce or cancel daily visits from nurses due to their own 
infection concerns, relying on family members for care. 
This mutual understanding of infection risk was evident 
among both nurses and patients. One nurse explained:

I experienced that most patients felt safe and 
well taken care of. However, we also had pa-
tients who did not want visits from us due to 
the risk of infection. I think it's okay. But then 
you also have patients who, in a way, can't say 
no to getting help, for example when you are 
completely dependent on getting out of bed, 
or making breakfast, you're quite stuck in 
that choice, as a patient. Then you are very 
reliant on personnel knowing what they're 
doing. But I think most have felt safe. (1)

In addition to reduced home care visits, day care services 
were suspended, and many patients who had regular 

rotations in nursing homes had to stay at home instead. 
The reduction in services due to precautionary measures 
raised concerns among nurses. They worried about patients 
coping with the introduced restrictions. They noted that pa-
tients isolated themselves to minimise infection risks, and 
that family members refrained from visiting to prioritise 
infection control. Witnessing this isolation was emotion-
ally challenging for the nurses. They shared examples of 
patients who had experienced significant isolation, even 
likening it to wartime experiences. The nurses reported 
that they observed a deterioration in patients with mental 
health problems. Sleep problems among patients were also 
widespread, and many struggled with anxiety, they said. 
The nurses emphasised that loneliness and isolation were 
significant health concerns, sometimes overshadowing the 
fear of COVID- 19 infection, as illustrated in the following 
quote:

At the beginning, there were many patients 
who isolated themselves. At that time, I was 
more concerned about isolation and loneli-
ness than the actual infection. (4)

Adapting work practices

Nurses had to modify their work practices due to the 
pandemic and implement innovative measures to ensure 
infection control. This included adjusting their working 
methods when caring for patients at home, as well as 
changing workplace routines.

Embracing new ways of working

The nurses explained that to reduce contact between 
healthcare personnel and patients, they had to adjust their 
way of working. Employers purchased mobile devices that 
allowed nurses to have video consultations with GPs in 
the patients' homes. Remote follow- up care flourished, 
and the installation of technical equipment was priori-
tised by the municipality. Patients who tested positive for 
COVID- 19 and needed additional monitoring were pro-
vided with saturation meters. The nurses were respon-
sible for providing patients with training on how to use 
the saturation meter and called them daily to check their 
oxygen saturation levels. In this way, it was easy to detect 
changes in their health condition and assess whether hos-
pital admission was necessary.

We had patients with reported needs due to 
COVID. We conducted remote follow- up care 
then. The patient would be provided with a 
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8 |   HOME CARE NURSES IN COVID-19: ALONE YET ACCOUNTABLE

saturation meter, and we could monitor them 
on a screen. We had to call them when we 
noticed a decrease in saturation and talk to 
them. (6)

Changing workplace routines

In the workplace, the nurses adopted several specific 
modifications to ensure infection control. To prevent the 
potential spread of the virus within the staff and the risk 
of mass quarantine, they implemented staggered work 
schedules, ensuring that not all employees were present in 
the office simultaneously. Lunch breaks were also sched-
uled at different times, and the timing of morning reports 
was rotated. The staff was organised into distinct groups, 
with each group meeting in separate rooms or offices at 
different times. As this nurse explained:

We also divided workgroups into cohorts, in 
order to prevent becoming close contacts with 
all colleagues. (2)

Former meeting rooms were repurposed into office spaces, 
and vacant offices, resulting from administrative staff 
working remotely, were utilised to maintain physical dis-
tancing between employee groups. During the early stages 
of the COVID- 19 pandemic, many nurses continued to 
follow the same set of regular patients. However, once 
patients and staff had access to vaccines, they began fol-
lowing up with different patients. One nurse summarised 
it as follows:

We divided the staff into groups to avoid 
absences due to illness and used multiple 
rooms. We also made sure that each one of 
us didn't went to the same patient, so we 
had the same list of patients for extended 
periods. It worked well in terms of organi-
zation. (9)

Furthermore, to enhance infection control during their pa-
tient visits, the nurses took measures in their vehicles. They 
created dedicated boxes containing infection control equip-
ment, which they carried in their cars. These boxes also 
held disinfectants for cleaning the car's interior, including 
the steering wheel and other equipment. When asked about 
the persistence of these measures, a nurse confirmed their 
continuation:

We paid significant attention to our cars, 
ensuring thorough cleaning after each shift, 
including the steering wheel, surfaces, and 

equipment, such as computers. These mea-
sures are still in place, and we have no plans 
to discontinue them. (5)

Adjusting to working with PPE

Nurses encountered the necessity of using PPE when 
interacting with patients to ensure infection prevention. 
This measure, while essential, posed several challenges. 
Nurses found it unfamiliar and, in certain situations, 
described it as impersonal, particularly when dealing with 
terminal cases in the patient's home. They were concerned 
about the dignity of patients seeing them wearing face 
masks, especially in end- of- life situations. Several nurses 
expressed how infection control equipment acted as a 
barrier between them and the patients, hindering their 
ability to make accurate observations and assessments. 
For instance, the use of gloves affected their sense of 
touch, making it challenging to discern a patient's 
temperature. Communicating effectively while wearing 
masks presented another hurdle, often necessitating 
repeated explanations, particularly with elderly patients.

Despite the need for PPE, many nurses faced limited 
access to essential items like face masks, yellow protective 
gowns and face shields within the municipality, especially 
at the pandemic's onset. Several nurses shared their expe-
riences of receiving only one face mask per shift, which 
they had to use for all their patients throughout the day. 
Employers also struggled to secure an adequate supply 
of hand sanitizers, resulting in rationing. One nurse suc-
cinctly summarised the situation, stating,

The most significant challenge in the begin-
ning was the uncertainty and scarcity of per-
sonal protective equipment. It was almost 
impossible to obtain, and that was the most 
challenging aspect of it all. (3)

DISCUSSION

The purpose of this study was to explore and describe 
how nurses experienced working in home care during 
the COVID- 19 pandemic. The key findings shed light on 
how nurses often felt isolated, burdened with significant 
responsibilities and faced with challenging uncertain-
ties due to the pandemic. Factors such as limited ac-
cess to medical expertise due to infection risks, and the 
absence of physical leadership resulting from remote 
work, seemed to contribute to this sense of isolation 
and heightened responsibility for patients. Moreover, 
the nurses encountered a dynamic work environment 
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   | 9FØRSUND and SCHUMACHER

characterised by constant changes in routines, demand-
ing their adaptability. Navigating an unfamiliar disease 
in such demanding circumstances further intensified 
their feelings of uncertainty throughout the pandemic.

Alone yet accountable, the unseen buffers

The nurses in this study expressed a heightened sense of 
responsibility during the pandemic, carrying a heavy bur-
den of patient care. When the pandemic hit, the nurses 
faced tough situations. They had to assess patients' symp-
toms for both underlying conditions and COVID- 19, ad-
vocate for patients and work diligently to ensure they 
received necessary care. Constant workplace changes, 
limited access to protective equipment and the introduc-
tion of new working methods may have contributed to a 
sense of losing control over their working situation. With 
limited support from others, this likely intensified their 
feeling of bearing the responsibility alone. Descriptions of 
lonesomeness and isolation are not unique for this study, 
even if previous studies have mainly focused on hospital 
settings. Loft and Berthelsen conducted a scoping review 
of Nordic nursing research during COVID [30]. Their 
main finding was precisely the nurses’ challenge of social 
isolation during the pandemic, underscoring the need for 
awareness of the consequences of social distancing for pa-
tients, relatives and health personnel. Nurses’ feeling of 
being isolated and left alone has also been evident inter-
nationally [31–35]. Several factors may have inhibited this 
feeling of being alone. In Norway, the hospital capacity 
issue increased the pressure on primary health care [36], 
at the same time as collaboration between healthcare ser-
vices clearly declined [6]. This resulted in fewer hospital 
admissions [37], and challenges related to medical exami-
nations, treatment and follow- up in different healthcare 
settings [38]. A decline of in- person consultations with 
GPs and increased use of e- consultations was also docu-
mented, meaning that the GPs were less physically pre-
sent [39]. In hospital settings, nurses felt isolated due to 
staffing challenges and experienced loneliness while car-
ing for isolated patients [31–35]. The home care nurses 
in this study also lacked collegial support to some extent, 
however, the most prominent finding pertained to the 
absence of collaborative persons capable of contributing 
to clinical decisions. Their descriptions thus highlight a 
feeling of what Williams [40] termed professional isola-
tion, a sense of geographical distance from – or lack of 
peer support. The nurses' sense of professional isolation 
may have been utterly worsened by their leader's remote 
working, making them less accessible – often reachable 
only through email or phone. Williams [40] also described 
professional isolation in the social context of feeling 

unsupported, undervalued and not being recognised for 
their achievements, as well as lacking communication 
and mentorship. Instead of expected support, nurses were 
burdened with extra tasks like leadership duties, infec-
tion control and workplace restructuring. The perceived 
lack of relational leadership and support may have led to 
isolation and a heavier workload as described by others 
[6, 30, 41, 42]. From a systematic review researching how 
leadership styles influence nursing workforce outcomes, 
Cummings et  al. [43] concluded that relational leader-
ship practices are crucial to support nurses and enhance 
their job satisfaction and productivity. This accentuates 
the significance of having on- site leadership in healthcare 
settings, enabling nurses to focus on their core responsi-
bilities and deliver optimal patient care. The experience of 
professional isolation underscores the importance of lead-
ership practices that prioritise support, mentorship and 
effective communication, especially during times of crisis.

Nurses described the challenge of adapting to the ‘un-
known’. Evidence- based information about how to care 
for COVID- 19 patients was lacking for these nurses at the 
pandemic outset, as it did for their international coun-
terparts [31, 44, 45], leading to substantial uncertainty 
regarding transmission and health impact of COVID- 19. 
Nevertheless, the nurses in this study illustrated the ex-
tent to which they prioritised the safety of their patients, 
adopting stringent measures even in their personal lives. 
In addition, they took responsibility for changing work-
place routines to protect themselves, colleagues, patients 
and relatives from infection. In home care services, nurses 
consistently offer long- term care, nurturing stronger re-
lationships with patients and their families. This might 
lead nurses to feel that their responsibility goes beyond 
the professional domain. Globally, research has also re-
corded pandemic- induced changes in personal behaviour 
and work routines among nurses [16–18, 45, 46]. Some 
studies even emphasised the nurse's uncertainty of the 
unknown and fear of infection, combined with the lack 
of resources and other personnel as a reason for distress 
and solitude [47–50]. In a situation marked by numerous 
changes, coupled with the weight of significant respon-
sibility, as encountered by the nurses in this study, it is 
not surprising that they expressed feelings of uncertainty. 
While this study did not delve into burnout or mental 
health, it is still reasonable to assume that the sense of 
uncertainty, bearing a feeling of sole responsibility for pa-
tient care, while adapting to unknown challenges, could 
have negatively affected their well- being. In the aftermath 
of COVID- 19, several studies have documented the burn-
out of nurses during COVID [44, 48, 50]. Research also 
suggests that nurses experienced increased workloads, 
negatively impacting their mental health due to additional 
tasks and responsibilities [22]. The nurses played a crucial 
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10 |   HOME CARE NURSES IN COVID-19: ALONE YET ACCOUNTABLE

role as a buffer in the healthcare system, ensuring that the 
most vulnerable individuals received proper care. This 
was especially important at a time when hospitals were 
in the spotlight, focusing on treating the most critically ill 
patients.

Methodological considerations

Methodological considerations play a crucial role in en-
hancing the trustworthiness of this study, yet certain 
limitations need acknowledgement. The relatively small 
sample size, consisting of nine nurses from distinct home 
nursing departments in separate municipalities, may re-
strict the perspectives and potentially overlook the diver-
sity of experiences across various home care settings. This 
limitation raises concerns about achieving data satura-
tion. Additionally, the selection of participating nurses by 
their leadership introduces a potential selection bias, as 
insights into non- participants and the overall number of 
potential participants approached are lacking.

Moreover, the personal pandemic experiences of the 
primary researcher, ES, working in home care, might have 
introduced a preconception in the study. ES's first- hand 
experiences could have influenced question formulation 
and response interpretation, possibly impacting outcomes.

Despite these limitations, the study contributes valu-
able insights into nurses' pandemic experiences in home 
care services, enhancing the transferability of understand-
ing for home care nurses during COVID. The trustworthi-
ness of the study is strengthened through rich descriptions 
and transparent documentation of data collection and 
analysis processes. However, careful consideration of 
the discussed limitations is crucial when interpreting the 
findings.

CONCLUSION

This study has enlightened the significant responsibility 
and unique challenges faced by home care nurses during 
COVID- 19, including a profound sense of professional iso-
lation. The pandemic accelerated changes in healthcare 
delivery, emphasising the importance of reducing physi-
cal contact and in- person medical services. Home care ser-
vices emerged as a critical component in achieving these 
objectives, reducing hospital admissions and mitigating 
infection risks.

Despite their critical role, home care nurses experi-
enced isolation and perceived limited support. This high-
lights the enduring impact of social distancing on nursing 
practice. Nevertheless, nurses demonstrated adaptability, 

going above and beyond to provide care and serving as a 
vital buffer in the healthcare system.

In terms of practical implications, this study under-
scores the importance of a robust primary healthcare 
system capable of delivering adequate care, even in times 
of crisis. It highlights the significance of nurses' compe-
tency, autonomy and clinical decision- making abilities, 
especially when immediate medical expertise may be 
scarce. Institutions should invest in training and develop-
ment programmes for home care nurses to enhance their 
adaptability and resilience, as well as empower them with 
greater autonomy in decision making. Initiatives address-
ing the professional isolation may also prove helpful, for 
example strategies to foster a supportive work environ-
ment, communication protocols or resources for emo-
tional support. The study also serves as a reminder that 
a country's preparedness for healthcare crisis depends on 
collaborative efforts across all sectors.

Future research should investigate the effectiveness 
of support systems for home care nurses during and 
after crises. For example, through exploring the impact 
of peer support networks, leadership interventions and 
organisational policies on moderating feelings of isola-
tion. Furthermore, studying the long- term mental health 
effects of pandemics on home care nurses and identify 
intervention strategies may provide important perspec-
tives. Moreover, future research should evaluate the effec-
tiveness of home care services' preparedness strategies to 
guide future crisis planning. This includes assessing the 
need to enhance municipal services in terms of capacity, 
cooperation and competence development. Conducting 
comparative studies across regions to understand contex-
tual influences on home care nurses' experiences may en-
lighten these perspectives.

AUTHOR CONTRIBUTIONS
LHF and ES collaborated on designing the study. ES 
conducted interviews, transcribed data, and alongside 
LHF, engaged in the analysis. LHF was responsible for 
composing the primary manuscript text and Figure  1, 
while ES prepared Tables  1 and 2. The manuscript 
underwent a comprehensive review and final approval for 
publication by both LHF and ES.

ACKNO WLE DGE MENTS
We express our gratitude to the nursing staff who partici-
pated in this study for their invaluable contribution and 
dedication to advancing healthcare knowledge.

FUNDING INFORMATION
No funding is associated with the work featured in this 
article.

 14716712, 0, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/scs.13231 by N

orw
egian Institute O

f Public H
ealt Invoice R

eceipt D
FO

, W
iley O

nline L
ibrary on [14/01/2024]. See the T

erm
s and C

onditions (https://onlinelibrary.w
iley.com

/term
s-and-conditions) on W

iley O
nline L

ibrary for rules of use; O
A

 articles are governed by the applicable C
reative C

om
m

ons L
icense



   | 11FØRSUND and SCHUMACHER

CONFLICT OF INTEREST STATEMENT
The authors declare that they have no competing interests.

DATA AVAILABILITY STATEMENT
The data that support the findings of this study are availa-
ble on reasonable request from the corresponding author. 
The data are not publicly available due to privacy and ethi-
cal restrictions.

ETHICS STATEMENT
This study was conducted in accordance with ethical 
standards for scientific research. The research protocol, 
including recruitment procedure, information to partici-
pants and interview guide, was approved by the Norwegian 
Centre for Research Data (project number 529225) before 
we commenced the study.

CONSENT TO PARTICIPATE
Before conducting the interviews, the participants signed 
written consent for participation, in which they agreed to 
take part in an interview to be used in a scientific publica-
tion about nurses' experiences of working in home care 
during the pandemic.

ORCID
Linn Hege Førsund   https://orcid.
org/0009-0001-9953-1762 

REFERENCES
 1. OECD. Drivers of trust in public institutions in Norway, build-

ing trust in public institutions. Paris: OECD Publishing; 2022. 
p. 150 Available from: https:// www. oecd-  ilibr ary. org/ conte nt/ 
publi cation/ 81b01 318-  en

 2. OECD/European Observatory on Health Systems and Policies. 
Norway: country health profile 2021, state of health in the 
EU. Paris: OECD Publishing; 2021. p. 24 Available from: 
https:// www. oecd-  ilibr ary. org/ conte nt/ publi cation/ 6871e 
6c4-  en

 3. Ministry of Health and Care Services. Myndighetenes håndter-
ing av koronapandemien — Rapport fra Koronakommisjonen. 
NOU 2021: 6 (the authorities' handling of the COVID- 19 pan-
demic. NOU 2021: 6). Oslo: The Government Security and 
Service Organization; 2021. p. 454 Available from: https:// www. 
regje ringen. no/ no/ dokum enter/  nou-  2021-  6/ id284 4388/ 

 4. Ministry of Health and Care Services. Myndighetenes 
håndtering av koronapandemien – del 2. Rapport fra 
Koronakommisjonen. NOU 2022: 5. (the authorities´ handling 
of the COVID- 19 pandemic – part 2. NOU 2022: 5). Oslo: The 
Government Security and Service Organization; 2022. p. 479 
Available from: https:// www. regje ringen. no/ conte ntass ets/ 
d0b61 f6e1d 1b40d 1bb92 ff9d9 b6079 3d/ no/ pdfs/ nou20 22202 
20005 000dd dpdfs. pdf

 5. Billings J, Ching BCF, Gkofa V, Greene T, Bloomfield M. 
Experiences of frontline healthcare workers and their views 
about support during COVID- 19 and previous pandemics: a 
systematic review and qualitative meta- synthesis. BMC Health 

Serv Res. 2021;21(923):1–17. https:// doi. org/ 10. 1186/ s1291 3-  
021-  06917 -  z

 6. Melby L, Thaulow K, Lassemo E, Ose SO. Sykepleieres erfar-
inger fra første fase av koronapandemien fra mars- oktober 2020 
(nurses experiences from the first phase of the corona pan-
demic from March to October 2020). Oslo: SINTEF AS; 2020. p. 
352 Available from: https:// hdl. handle. net/ 11250/  2822995

 7. Ross J. The mental health impact of COVID on nurses: a patient 
care concern. J Perianesth Nurs. 2022;37(6):973–4. https:// doi. 
org/ 10. 1016/j. jopan. 2022. 09. 010

 8. Norwegian Directorate of Health. Helsedirektoratets anbe-
faling om tiltak mot utbruddet av koronavirus i Norge (the 
Norwegian Directorate of Health's recommendation for mea-
sures against the outbreak of the coronavirus in Norway). Oslo: 
Norwegian Directorate of Health; 2020. p. 32 Available from: 
https:// www. helse direk torat et. no/ tema/ bered skap-  og-  krise 
handt ering/  koron avirus/ anbef aling er-  og-  beslu tning er/ Helse 
direk torat ets% 20anb efali ng% 20om% 20til tak% 20mot% 20utb 
ruddet% 20av% 20kor onavi rus% 20i% 20Nor ge. pdf

 9. Norwegian Directorate of Health. Koronavirus – beslutninger 
og anbefalinger. Nasjonal veileder (coronavirus – decisions 
and recommendations. National guidelines). Oslo: Norwegian 
Directorate of Health; 2020. p. 157 Available from: https:// 
www. helse direk torat et. no/ veile dere/ koron avirus

 10. Saunes IS, Karanikolos M, Sagan A. Health Systems in 
Transition. Norway. Health system review. Copenhagen: World 
Health Organization. Regional Office for Europe, European 
Observatory on Health Systems and Policies; 2020. p. 163 
Available from: https:// apps. who. int/ iris/ handle/ 10665/  331786

 11. Himmels J, Borge T, Brurberg K, Gravningen K. COVID- 19 and 
risk factors for hospital admission, severe disease and death – a 
rapid review, 4th update. Oslo: Norwegian Institute of Public 
Health; 2021. p. 38 Available from: https:// www. fhi. no/ globa 
lasse ts/ dokum enter filer/  rappo rter/ 2021/ covid -  19-  and-  risk-  
facto rs-  for-  hospi tal-  admis sion-  sever e-  disea se-  and-  death -  -  a-  
rapid -  revie w-  4th-  updat e-  repor t-  2021. pdf

 12. Zhang X- M, Jiao J, Cao J, Huo X- P, Zhu C, Wu X- J, et al. Frailty 
as a predictor of mortality among patients with COVID- 19: a 
systematic review and meta- analysis. BMC Geriatr. 2021;21:186. 
https:// doi. org/ 10. 1186/ s1287 7-  021-  02138 -  5

 13. Krogseth M, Rostoft S, Benth J, Selbæk G, Wyller TB. Frailty 
among older patients receiving home care services. Tidsskr Nor 
Laegeforen. 2021;141(4). https:// doi. org/ 10. 4045/ tidss kr. 20. 
0688

 14. Heggestad AKT, Førde R, Pedersen R, Magelssen M. 
Prioriteringsutfordringer i helse-  og omsorgstjenesten i kom-
munene under covid- 19- pandemien (priority challenges in 
health and care services in municipalities during the COVID- 19 
pandemic). Tidsskriftet Omsorgsforskning. 2020;6(1):1–5. 
https:// doi. org/ 10. 18261/  issn. 2387-  5984-  2020-  01-  11

 15. Turner A, Scott A, Horwood J, Salisbury C, Denholm R, Scott 
L, et al. Maintaining face- to- face contact during the COVID- 19 
pandemic: a longitudinal qualitative investigation in UK pri-
mary care. BJGP Open. 2021;5(5):1–11. https:// doi. org/ 10. 
3399/ BJGPO. 2021. 0036

 16. Lyng HB, Ree E, Wibe T, Wiig S. Healthcare leaders' use of 
innovative solutions to ensure resilience in healthcare during 
the Covid- 19 pandemic: a qualitative study in Norwegian 
nursing homes and home care services. BMC Health Serv Res. 
2021;21(1):878. https:// doi. org/ 10. 1186/ s1291 3-  021-  06923 -  1

 14716712, 0, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/scs.13231 by N

orw
egian Institute O

f Public H
ealt Invoice R

eceipt D
FO

, W
iley O

nline L
ibrary on [14/01/2024]. See the T

erm
s and C

onditions (https://onlinelibrary.w
iley.com

/term
s-and-conditions) on W

iley O
nline L

ibrary for rules of use; O
A

 articles are governed by the applicable C
reative C

om
m

ons L
icense

https://orcid.org/0009-0001-9953-1762
https://orcid.org/0009-0001-9953-1762
https://orcid.org/0009-0001-9953-1762
https://www.oecd-ilibrary.org/content/publication/81b01318-en
https://www.oecd-ilibrary.org/content/publication/81b01318-en
https://www.oecd-ilibrary.org/content/publication/6871e6c4-en
https://www.oecd-ilibrary.org/content/publication/6871e6c4-en
https://www.regjeringen.no/no/dokumenter/nou-2021-6/id2844388/
https://www.regjeringen.no/no/dokumenter/nou-2021-6/id2844388/
https://www.regjeringen.no/contentassets/d0b61f6e1d1b40d1bb92ff9d9b60793d/no/pdfs/nou202220220005000dddpdfs.pdf
https://www.regjeringen.no/contentassets/d0b61f6e1d1b40d1bb92ff9d9b60793d/no/pdfs/nou202220220005000dddpdfs.pdf
https://www.regjeringen.no/contentassets/d0b61f6e1d1b40d1bb92ff9d9b60793d/no/pdfs/nou202220220005000dddpdfs.pdf
https://doi.org/10.1186/s12913-021-06917-z
https://doi.org/10.1186/s12913-021-06917-z
https://hdl.handle.net/11250/2822995
https://doi.org/10.1016/j.jopan.2022.09.010
https://doi.org/10.1016/j.jopan.2022.09.010
https://www.helsedirektoratet.no/tema/beredskap-og-krisehandtering/koronavirus/anbefalinger-og-beslutninger/Helsedirektoratets anbefaling om tiltak mot utbruddet av koronavirus i Norge.pdf
https://www.helsedirektoratet.no/tema/beredskap-og-krisehandtering/koronavirus/anbefalinger-og-beslutninger/Helsedirektoratets anbefaling om tiltak mot utbruddet av koronavirus i Norge.pdf
https://www.helsedirektoratet.no/tema/beredskap-og-krisehandtering/koronavirus/anbefalinger-og-beslutninger/Helsedirektoratets anbefaling om tiltak mot utbruddet av koronavirus i Norge.pdf
https://www.helsedirektoratet.no/tema/beredskap-og-krisehandtering/koronavirus/anbefalinger-og-beslutninger/Helsedirektoratets anbefaling om tiltak mot utbruddet av koronavirus i Norge.pdf
https://www.helsedirektoratet.no/veiledere/koronavirus
https://www.helsedirektoratet.no/veiledere/koronavirus
https://apps.who.int/iris/handle/10665/331786
https://www.fhi.no/globalassets/dokumenterfiler/rapporter/2021/covid-19-and-risk-factors-for-hospital-admission-severe-disease-and-death--a-rapid-review-4th-update-report-2021.pdf
https://www.fhi.no/globalassets/dokumenterfiler/rapporter/2021/covid-19-and-risk-factors-for-hospital-admission-severe-disease-and-death--a-rapid-review-4th-update-report-2021.pdf
https://www.fhi.no/globalassets/dokumenterfiler/rapporter/2021/covid-19-and-risk-factors-for-hospital-admission-severe-disease-and-death--a-rapid-review-4th-update-report-2021.pdf
https://www.fhi.no/globalassets/dokumenterfiler/rapporter/2021/covid-19-and-risk-factors-for-hospital-admission-severe-disease-and-death--a-rapid-review-4th-update-report-2021.pdf
https://doi.org/10.1186/s12877-021-02138-5
https://doi.org/10.4045/tidsskr.20.0688
https://doi.org/10.4045/tidsskr.20.0688
https://doi.org/10.18261/issn.2387-5984-2020-01-11
https://doi.org/10.3399/BJGPO.2021.0036
https://doi.org/10.3399/BJGPO.2021.0036
https://doi.org/10.1186/s12913-021-06923-1


12 |   HOME CARE NURSES IN COVID-19: ALONE YET ACCOUNTABLE

 17. Ree E, Wiig S, Seljemo C, Wibe T, Lyng HB. Managers' 
strategies in handling the COVID- 19 pandemic in 
Norwegian nursing homes and homecare services. Leadersh 
Health Serv. 2023;36(2):200–18. https:// doi. org/ 10. 1108/ 
LHS-  05-  2022-  0052

 18. Seljemo C, Wiig S, Røise O, Ree E. The role of local context 
for managers' strategies when adapting to the COVID- 19 pan-
demic in Norwegian homecare services: a multiple case study. 
BMC Health Serv Res. 2023;23(1):492. https:// doi. org/ 10. 1186/ 
s1291 3-  023-  09444 -  1

 19. Moi EB, Skisland AV, Johannessen B, Haraldstad K, Rohde G, 
Flateland SM. Working as a nurse in community health services 
during Covid- 19: a qualitative study. BMC Nurs. 2022;21(1):358. 
https:// doi. org/ 10. 1186/ s1291 2-  022-  01141 -  4

 20. Specht K, Primdahl J, Jensen HI, Elkjær M, Hoffmann E, 
Boye LK, et al. Frontline nurses' experiences of working in a 
COVID- 19 ward – a qualitative study. Nurs Open. 2021;8:3006–
15. https:// doi. org/ 10. 1002/ nop2. 1013

 21. Halcomb E, McInnes S, Williams A, Ashley C, James S, 
Fernandez R, et al. The experiences of primary healthcare nurses 
during the COVID- 19 pandemic in Australia. Nurs Scholarship. 
2020;52(5):553–63. https:// doi. org/ 10. 1111/ jnu. 12589 

 22. Wanat M, Hoste M, Gobat N, Anastasaki M, Böhmer F, Chlabicz 
S, et al. Transformation of primary care during the COVID- 19 
pandemic: experiences of healthcare professionals in eight 
European countries. BR J Gen Pract. 2021;71(709):634–42. 
https:// doi. org/ 10. 3399/ BJGP. 2020. 1112

 23. Melnikov S, Kagan I, Felizardo H, Lynch M, Jakab- Hall C, 
Langan L, et al. Practices and experiences of European front-
line nurses under the shadow of COVID- 19. Nurs Health Sci. 
2022;24(2):405–13. https:// doi. org/ 10. 1111/ nhs. 12936 

 24. Gray K, Dorney P, Hoffman L, Crawford A. Nurses' pandemic 
lives: a mixed- methods study of experiences during COVID- 19. 
Appl Nurs Res. 2021;60:151437. https:// doi. org/ 10. 1016/j. apnr. 
2021. 151437

 25. Thrysoee L, Dyrehave C, Christensen HM, Jensen NB, Nielsen 
DS. Hospital nurses' experiences of and perspectives on the im-
pact COVID- 19 had on their professional and everyday life—a 
qualitative interview study. Nurs Open. 2022;9(1):189–98. 
https:// doi. org/ 10. 1002/ nop2. 1053

 26. Knudsen AMC, Forthun I, Tvedten HM, Dahl J, Lyngstad TM, 
Strøm MS, et al. Mortality in Norway during the COVID- 19 pan-
demic 2020–2022. Oslo Norwegian Institute of Public Health; 
2023. p. 53 Available from: https:// www. fhi. no/ conte ntass ets/ 
99ada b70d0 2540f 89bfe c2e4c eca3c c9/ dodel ighet -  i-  norge -  under 
-  koron apand emien -  2020-  2022. pdf

 27. Malterud K. Systematic text condensation: a strategy for quali-
tative analysis. Scand J Pub Health. 2012;40(8):795–805. https:// 
doi. org/ 10. 1177/ 14034 94812 465030

 28. Brinkmann S, Kvale S. Doing interviews. 2nd ed. London: 
SAGE; 2018.

 29. Tong A, Sainsbury P, Craig J. Consolidated criteria for reporting 
qualitative research (COREQ): a 32- item checklist for interviews 
and focus groups. Int J Qual Health Care. 2007;19(6):349–57. 
https:// doi. org/ 10. 1093/ intqhc/ mzm042

 30. Loft MI, Berthelsen C. Nordic nurses' areas of research during 
and related to the COVID- 19 pandemic. A scoping review with 
recommendations for evidence- based practice. Scand J Car Ing 
Sci. 2023. https:// doi. org/ 10. 1111/ scs. 13203 

 31. Akkuş Y, Karacan Y, Güney R, Kurt B. Experiences of nurses 
working with COVID- 19 patients: a qualitative study. J Clin 
Nurs. 2022;31(9–10):1243–57. https:// doi. org/ 10. 1111/ jocn. 
15979 

 32. Kackin O, Ciydem E, Aci OS, Kutlu FY. Experiences and psy-
chosocial problems of nurses caring for patients diagnosed 
with COVID- 19 in Turkey: a qualitative study. Int J Soc Psych. 
2021;67(2):158–67. https:// doi. org/ 10. 1177/ 00207 64020 942788

 33. Iheduru- Anderson K. Reflections on the lived experience of 
working with limited personal protective equipment during the 
COVID- 19 crisis. Nurs Inq. 2021;28(1):e12382. https:// doi. org/ 
10. 1111/ nin. 12382 

 34. Lapum J, Nguyen M, Fredericks S, Lai S, McShane J. 
“Goodbye … through a glass door”: emotional experiences 
of working in COVID- 19 acute care hospital environments. 
Can J Nurs Res. 2021;53(1):5–15. https:// doi. org/ 10. 1177/ 
08445 62120 982420

 35. Cui S, Zhang L, Yan H, Shi Q, Jiang Y, Wang Q, et al. Experiences 
and psychological adjustments of nurses who voluntarily sup-
ported COVID- 19 patients in Hubei Province, China. Psychol 
Res Behav Manag. 2020;13:1135–45. https:// doi. org/ 10. 2147/ 
prbm. s283876

 36. Fonn M. Intensivkapasiteten er nesten sprengt: – men de sven-
ske vikarene kommer fortsatt (the intensive care capacity is al-
most at its limit: but the Swedish substitutes are still coming). 
Sykepleien. 2020; Available from: https:// sykep leien. no/ 2020/ 
03/ inten sivka pasit eten-  er-  neste n-  spren gt-  men-  de-  svens ke-  
vikar ene-  komme r-  fortsatt

 37. Norwegian Institute of Public Health. Folkehelserapportens 
temautgave 2021. Folkehelsen etter covid- 19. Pandemiens 
konsekvenser for ulike grupper i befolkningen. Rapport 21. 
(public health report special edition 2021. Public health after 
COVID- 19. The consequences of the pandemic for different 
population groups. Report 21). Oslo: Norwegian Institute of 
Public Health; 2021. p. 66 Available from: https:// www. fhi. no/ 
nettp ub/ folke helse rappo rten-  temau tgave -  2021/ 

 38. Hermansen M. Underveisrapport om COVID- 19 (Interim 
Report on COVID- 19). Oslo: The Norwegian Medical 
Association; 2021. p. 46 Available from: https:// www. legef oreni 
ngen. no/ conte ntass ets/ b95b9 9be2d 49470 78b7b 2e024 27fb8 8d/ 
legef oreni ngens -  under veisr appor t-  om-  covid -  19. pdf

 39. Norwegian Directorate of Health. Handlingsplan for allmen-
nlegetjenesten – årsrapport 2021 (Action plan for general 
practitioner services – annual report 2021). Oslo: Norwegian 
Directorate of Health; 2022. p. 114 Available from: https:// 
www. helse direk torat et. no/ rappo rter/ handl ingsp lan-  for-  allme 
nnleg etjen esten -  arsra pport -  2021/ pdf-  versj on-  av-  rappo rt-  og-  
vedle gg/ Handl ingsp lan% 20for% 20all mennl egetj enest en% 20- % 
20% C3% A5rsr apport% 202021. pdf/_/ attac hment/  inline/ c4bbc 
244-  d9f3-  4e00-  8375-  4f165 faa9f 70: bc296 de6bb 31863 9e97b f0adc 
11cc8 1e661 f61a2/  Handl ingsp lan% 20for% 20all mennl egetj enest 
en% 20- % 20% C3% A5rsr apport% 202021. pdf

 40. Williams MA. Rural professional isolation: an integrative re-
view. Online J Rural Nur. 2012;12(2):3–10. https:// doi. org/ 10. 
14574/  ojrnhc. v12i2. 51

 41. Næss G, Tønnessen S. Covid- 19 har stor innvirkning på hver-
dagen til sykepleiere i geriatrien (Covid- 19 has a significant 
impact on the everyday lives of geriatric nurses). Sykepleien. 
2020;108:82770. https:// doi. org/ 10. 4220/ Sykep leiens. 2020. 82770 

 14716712, 0, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/scs.13231 by N

orw
egian Institute O

f Public H
ealt Invoice R

eceipt D
FO

, W
iley O

nline L
ibrary on [14/01/2024]. See the T

erm
s and C

onditions (https://onlinelibrary.w
iley.com

/term
s-and-conditions) on W

iley O
nline L

ibrary for rules of use; O
A

 articles are governed by the applicable C
reative C

om
m

ons L
icense

https://doi.org/10.1108/LHS-05-2022-0052
https://doi.org/10.1108/LHS-05-2022-0052
https://doi.org/10.1186/s12913-023-09444-1
https://doi.org/10.1186/s12913-023-09444-1
https://doi.org/10.1186/s12912-022-01141-4
https://doi.org/10.1002/nop2.1013
https://doi.org/10.1111/jnu.12589
https://doi.org/10.3399/BJGP.2020.1112
https://doi.org/10.1111/nhs.12936
https://doi.org/10.1016/j.apnr.2021.151437
https://doi.org/10.1016/j.apnr.2021.151437
https://doi.org/10.1002/nop2.1053
https://www.fhi.no/contentassets/99adab70d02540f89bfec2e4ceca3cc9/dodelighet-i-norge-under-koronapandemien-2020-2022.pdf
https://www.fhi.no/contentassets/99adab70d02540f89bfec2e4ceca3cc9/dodelighet-i-norge-under-koronapandemien-2020-2022.pdf
https://www.fhi.no/contentassets/99adab70d02540f89bfec2e4ceca3cc9/dodelighet-i-norge-under-koronapandemien-2020-2022.pdf
https://doi.org/10.1177/1403494812465030
https://doi.org/10.1177/1403494812465030
https://doi.org/10.1093/intqhc/mzm042
https://doi.org/10.1111/scs.13203
https://doi.org/10.1111/jocn.15979
https://doi.org/10.1111/jocn.15979
https://doi.org/10.1177/0020764020942788
https://doi.org/10.1111/nin.12382
https://doi.org/10.1111/nin.12382
https://doi.org/10.1177/0844562120982420
https://doi.org/10.1177/0844562120982420
https://doi.org/10.2147/prbm.s283876
https://doi.org/10.2147/prbm.s283876
https://sykepleien.no/2020/03/intensivkapasiteten-er-nesten-sprengt-men-de-svenske-vikarene-kommer-fortsatt
https://sykepleien.no/2020/03/intensivkapasiteten-er-nesten-sprengt-men-de-svenske-vikarene-kommer-fortsatt
https://sykepleien.no/2020/03/intensivkapasiteten-er-nesten-sprengt-men-de-svenske-vikarene-kommer-fortsatt
https://www.fhi.no/nettpub/folkehelserapporten-temautgave-2021/
https://www.fhi.no/nettpub/folkehelserapporten-temautgave-2021/
https://www.legeforeningen.no/contentassets/b95b99be2d4947078b7b2e02427fb88d/legeforeningens-underveisrapport-om-covid-19.pdf
https://www.legeforeningen.no/contentassets/b95b99be2d4947078b7b2e02427fb88d/legeforeningens-underveisrapport-om-covid-19.pdf
https://www.legeforeningen.no/contentassets/b95b99be2d4947078b7b2e02427fb88d/legeforeningens-underveisrapport-om-covid-19.pdf
https://www.helsedirektoratet.no/rapporter/handlingsplan-for-allmennlegetjenesten-arsrapport-2021/pdf-versjon-av-rapport-og-vedlegg/Handlingsplan for allmennlegetjenesten - %C3%A5rsrapport 2021.pdf/_/attachment/inline/c4bbc244-d9f3-4e00-8375-4f165faa9f70:bc296de6bb318639e97bf0adc11cc81e661f61a2/Handlingsplan for allmennlegetjenesten - %C3%A5rsrapport 2021.pdf
https://www.helsedirektoratet.no/rapporter/handlingsplan-for-allmennlegetjenesten-arsrapport-2021/pdf-versjon-av-rapport-og-vedlegg/Handlingsplan for allmennlegetjenesten - %C3%A5rsrapport 2021.pdf/_/attachment/inline/c4bbc244-d9f3-4e00-8375-4f165faa9f70:bc296de6bb318639e97bf0adc11cc81e661f61a2/Handlingsplan for allmennlegetjenesten - %C3%A5rsrapport 2021.pdf
https://www.helsedirektoratet.no/rapporter/handlingsplan-for-allmennlegetjenesten-arsrapport-2021/pdf-versjon-av-rapport-og-vedlegg/Handlingsplan for allmennlegetjenesten - %C3%A5rsrapport 2021.pdf/_/attachment/inline/c4bbc244-d9f3-4e00-8375-4f165faa9f70:bc296de6bb318639e97bf0adc11cc81e661f61a2/Handlingsplan for allmennlegetjenesten - %C3%A5rsrapport 2021.pdf
https://www.helsedirektoratet.no/rapporter/handlingsplan-for-allmennlegetjenesten-arsrapport-2021/pdf-versjon-av-rapport-og-vedlegg/Handlingsplan for allmennlegetjenesten - %C3%A5rsrapport 2021.pdf/_/attachment/inline/c4bbc244-d9f3-4e00-8375-4f165faa9f70:bc296de6bb318639e97bf0adc11cc81e661f61a2/Handlingsplan for allmennlegetjenesten - %C3%A5rsrapport 2021.pdf
https://www.helsedirektoratet.no/rapporter/handlingsplan-for-allmennlegetjenesten-arsrapport-2021/pdf-versjon-av-rapport-og-vedlegg/Handlingsplan for allmennlegetjenesten - %C3%A5rsrapport 2021.pdf/_/attachment/inline/c4bbc244-d9f3-4e00-8375-4f165faa9f70:bc296de6bb318639e97bf0adc11cc81e661f61a2/Handlingsplan for allmennlegetjenesten - %C3%A5rsrapport 2021.pdf
https://www.helsedirektoratet.no/rapporter/handlingsplan-for-allmennlegetjenesten-arsrapport-2021/pdf-versjon-av-rapport-og-vedlegg/Handlingsplan for allmennlegetjenesten - %C3%A5rsrapport 2021.pdf/_/attachment/inline/c4bbc244-d9f3-4e00-8375-4f165faa9f70:bc296de6bb318639e97bf0adc11cc81e661f61a2/Handlingsplan for allmennlegetjenesten - %C3%A5rsrapport 2021.pdf
https://www.helsedirektoratet.no/rapporter/handlingsplan-for-allmennlegetjenesten-arsrapport-2021/pdf-versjon-av-rapport-og-vedlegg/Handlingsplan for allmennlegetjenesten - %C3%A5rsrapport 2021.pdf/_/attachment/inline/c4bbc244-d9f3-4e00-8375-4f165faa9f70:bc296de6bb318639e97bf0adc11cc81e661f61a2/Handlingsplan for allmennlegetjenesten - %C3%A5rsrapport 2021.pdf
https://www.helsedirektoratet.no/rapporter/handlingsplan-for-allmennlegetjenesten-arsrapport-2021/pdf-versjon-av-rapport-og-vedlegg/Handlingsplan for allmennlegetjenesten - %C3%A5rsrapport 2021.pdf/_/attachment/inline/c4bbc244-d9f3-4e00-8375-4f165faa9f70:bc296de6bb318639e97bf0adc11cc81e661f61a2/Handlingsplan for allmennlegetjenesten - %C3%A5rsrapport 2021.pdf
https://doi.org/10.14574/ojrnhc.v12i2.51
https://doi.org/10.14574/ojrnhc.v12i2.51
https://doi.org/10.4220/Sykepleiens.2020.82770


   | 13FØRSUND and SCHUMACHER

 42. Arnetz JE, Goetz CM, Arnetz BB, Arble E. Nurse reports of 
stressful situations during the COVID- 19 pandemic: qualitative 
analysis of survey responses. Int J Environ Res Public Health. 
2020;17(21):8126. https:// doi. org/ 10. 3390/ ijerp h1721 8126

 43. Cummings GG, Tate K, Lee S, Wong CA, Paananen T, Micaroni 
SPM, et al. Leadership styles and outcome patterns for the nurs-
ing workforce and work environment: a systematic review. Int 
J Nurs Stud. 2018;85:19–60. https:// doi. org/ 10. 1016/j. ijnur stu. 
2018. 04. 016

 44. Joo JY, Liu MF. Nurses' barriers to caring for patients with 
COVID- 19: a qualitative systematic review. Int Nurs Rev. 
2021;68(2):202–13. https:// doi. org/ 10. 1111/ inr. 12648 

 45. Firouzkouhi M, Abdollahimohammad A, Rezaie- Kheikhaie 
K, Mortazavi H, Farzi J, Masinaienezhad N, et al. Nurses' car-
ing experiences in COVID- 19 pandemic: a systematic review 
of qualitative research. Health Sci Rev (Oxf). 2022;3:100030. 
https:// doi. org/ 10. 1016/j. hsr. 2022. 100030

 46. Nilsen P, Fernemark H, Seing I, Schildmeijer K, Skagerström 
J. Seven lessons from the coronavirus pandemic for primary 
health care: a qualitative study of registered and assistant 
nurses in Sweden. Scand J Caring Sci. 2022;36(4):1197–205.

 47. Al Thobaity A, Alshammari F. Nurses on the frontline against 
the COVID- 19 pandemic: an integrative review. Dubai Med J. 
2020;3(3):87–92. https:// doi. org/ 10. 1159/ 00050 9361

 48. Lee JY, Lee S, Choi H, Oh EG. Exploring the experiences of 
frontline nurses caring for COVID- 19 patients. Int Nurs Rev. 
2023;70(1):50–8. https:// doi. org/ 10. 1111/ inr. 12801 

 49. Al Maqbali M, Al Sinani M, Al- Lenjawi B. Prevalence of stress, 
depression, anxiety and sleep disturbance among nurses 
during the COVID- 19 pandemic: a systematic review and meta- 
analysis. J Psychosom Res. 2021;141:110343. https:// doi. org/ 10. 
1016/j. jpsyc hores. 2020. 110343

 50. Galanis P, Vraka I, Fragkou D, Bilali A, Kaitelidou D. Nurses' 
burnout and associated risk factors during the COVID- 19 pan-
demic: a systematic review and meta- analysis. J Adv Nurs. 
2021;77(8):3286–302. https:// doi. org/ 10. 1111/ jan. 14839 

How to cite this article: Førsund LH, 
Schumacher E. Alone yet accountable, the unseen 
buffers: A qualitative study of nurses' experiences 
working in home care during the COVID- 19 
pandemic. Scand J Caring Sci. 2023;00:1–13. 
https://doi.org/10.1111/scs.13231

 14716712, 0, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/scs.13231 by N

orw
egian Institute O

f Public H
ealt Invoice R

eceipt D
FO

, W
iley O

nline L
ibrary on [14/01/2024]. See the T

erm
s and C

onditions (https://onlinelibrary.w
iley.com

/term
s-and-conditions) on W

iley O
nline L

ibrary for rules of use; O
A

 articles are governed by the applicable C
reative C

om
m

ons L
icense

https://doi.org/10.3390/ijerph17218126
https://doi.org/10.1016/j.ijnurstu.2018.04.016
https://doi.org/10.1016/j.ijnurstu.2018.04.016
https://doi.org/10.1111/inr.12648
https://doi.org/10.1016/j.hsr.2022.100030
https://doi.org/10.1159/000509361
https://doi.org/10.1111/inr.12801
https://doi.org/10.1016/j.jpsychores.2020.110343
https://doi.org/10.1016/j.jpsychores.2020.110343
https://doi.org/10.1111/jan.14839
https://doi.org/10.1111/scs.13231

	Alone yet accountable, the unseen buffers: A qualitative study of nurses' experiences working in home care during the COVID-19 pandemic
	Abstract
	INTRODUCTION
	BACKGROUND
	METHODS
	Design
	Participants and setting
	Data collection
	Data analysis
	Ethical considerations

	RESULTS
	Adapting approaches
	Navigating isolation and responsibility
	Adapting to the unknown
	Ensuring personal and collective safety
	Balancing precautions and patient well-being

	Adapting work practices
	Embracing new ways of working
	Changing workplace routines
	Adjusting to working with PPE


	DISCUSSION
	Alone yet accountable, the unseen buffers
	Methodological considerations

	CONCLUSION
	AUTHOR CONTRIBUTIONS
	ACKNOWLEDGEMENTS
	FUNDING INFORMATION
	CONFLICT OF INTEREST STATEMENT
	DATA AVAILABILITY STATEMENT

	ETHICS STATEMENT
	CONSENT TO PARTICIPATE
	REFERENCES


